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Although prevalence rates of depression in older adults with hip fractures seem similar to rates in other comorbid medical disorders, 2 it is clear that these two prominent medical conditionsFdepression and hip fractureFaccount for a significant amount of morbidity and mortality in the elderly population and that depression in this context carries a significant risk of poorer outcomes or mortality. [3] [4] [5] Even without depression, only 20% of hip fracture patients return to their preoperative functional level after hip repair. 6 Recent data from the National Health and Nutrition Examination Survey suggest that depression is associated with a greater risk of hip fracture, with a hazard ratio of 1.9. 7 Depression has also been associated with a greater risk of falls; 30% to 60% of community-dwelling older patients and 43% of institutionalized older persons fall each year. 8 In institutionalized persons, 50% of fractures involve the hip, 8 and 96% of hip fractures involve a fall. 9 Data summarized in the American Geriatrics Society guidelines suggest that depression confers a higher mean relative risk for falls (2.2) than cognitive impairment (1.8) or age of 80 and older (1.7), which are far less modifiable. 10 Depression is a highly disabling condition in itself, and when it is associated with significant medical illness, it can have a profound effect on capacity to recover. Depression also affects patients' daily function, their ability to sustain social networks and their quality of life and mortality from other causes. Poor physical function, such as during the prolonged recovery from a fracture, can predispose to depression. 11 In turn, depressive symptoms and cognitive impairment have been associated with poorer participation in rehabilitation. 5 Recovery from falls is often associated with risk for institutional placement, partly due to fear of further injury. Persons suffering hip fracture who had few depressive symptoms were three times as likely to achieve independence in walking and nine times as likely to return to their prior level of function. It appears that this is a specific effect of depression itself, not the effect of depression on related psychosocial factors. 4 In another study, patients with high positive affect had better performance-based functioning after hip fracture. 12 Thankfully, depression is a relatively modifiable condition no matter whether it is a cause or result of disability, but until now, there have been no studies identifying predictors of depression post hip fracture and none that address methods of prevention and intervention. As reported in this issue of JAGS, Dr. Lenze and his coworkers carefully examined clinical and demographic variables associated with the development of depression after hip fracture. 13 They found that 18 of 126 (14%) elderly hip fracture patients in a large urban hospital developed major depression (MDD). The majority (61%) of these patients had the onset of MDD before discharge from the hospital, and no new cases of MDD were identified after 14 weeks until study termination at 26 weeks. Features of the injury itself, such as type or location of fracture, degree of disability at discharge, and type of surgery were not associated with the development of MDD; apathy was the only variable significantly associated with developing MDD in this study, giving us only limited clinical guidance for the treatment of patients at risk for developing depression after a hip fracture. In another publication Dr. Lenze reported an association between hip fracture, depression, and the 5-HTTLPR genotype. 14 More research is needed to help identify patients at high risk for depression after hip fracture.
The treatment and prevention of depression in the context of hip fracture have also received little attention. Dr. Burns and his coworkers report here a pioneering study of structured nurse-led interventions to treat and prevent depression in patients with hip fractures. 15 The study confirms high rates of depression in this population, but the results of the interventions tested are largely disappointing. Although more depressed patients improved in the intervention group (52%) than in the controls (34%), and fewer intervention patients (6%) developed depression than control patients (16%), these differences were not statistically significant. The two interventions also did not improve length of stay, functional outcomes, or pain. Given the relatively low incidence rates of depression observed, the authors may have had limited statistical power to identify a significant difference in their prevention study. Finally, the low participation rate in this trial (49%) suggests how difficult it can be to implement interventions for such a frail and vulnerable population.
It has become well known that depression can complicate recovery from common medical illnesses in older people, but few reports so far have addressed preventive strategies or early interventions in this context. [16] [17] [18] The reports in this month's JAGS break important new ground in this area but also suggest that more research is needed to give clinicians tools to help identify, prevent, and treat depression in such high-risk groups. ACKNOWLEDGMENTS Financial Disclosures: Dr. Kamholz has no connections with any industries and is not involved in research on this topic. Dr. Unü tzer has research grant support from the John A. Hartford Foundation, the American Federation of Aging Research, and the National Institute of Mental Health.
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